From its historical beginnings, research on social inequalities in health has been marked by a commitment to reducing health inequalities through political action.
In his foundational study of the conditions of the British working class, Friedrich Engels [1] wrote that placing 'workers under conditions in which they can neither retain health nor live long' should be considered as 'much a death by violence as that by the sword or the bullet'. During the same period, pioneer public health researcher Rudolf Virchow argued for the systematic study of the impact of social conditions on health. 'Medical statistics will be our standard of measurement', Virchow [2] wrote. 'We will weigh life for life and see where the dead lie thicker among the workers or among the privileged'.
More than a century later, the words of Virchow and Engels still resonate. Systematic socio-economic inequalities in health have been documented in all countries across the globe, and remain a pressing political issue [3] . As this special issue on social inequalities in health and their determinants (HI) research remains vital and productive. Furthermore, it remains an essentially activist research field, with the majority of scholars committed to the ultimate goal of improving health outcomes and reducing health inequalities [4] .
During the last decades, researchers have moved from describing and explaining health inequalities to proposing active interventions aimed at their reduction [5] . During the same period, policies seeking to reduce health inequalities have been implemented in several European countries. Among these countries is Norway, where the 10-year National Strategy to Reduce Social Inequalities in Health was implemented in 2007. In this editorial, we will suggest how policy-oriented health inequality research can move forward, using the Norwegian experience in reducing health inequalities as an example.
A gradient approach to reducing health inequalities
Despite Norway's status as a social democratic welfare state with low levels of inequality, Norwegian health inequalities have not been reported smaller than in other and less egalitarian societies [6] . After decades of political passivity, health inequalities were finally put on the political agenda with the publication of the white paper Prescription for a Healthier Norway in 2003. The following year, an academic expert committee began work on preparing the principles that would guide political action. In 2007, the National Strategy to Reduce Social Inequalities in Health was officially announced [7] .
With the National Strategy, reducing health inequalities was made the main focus of Norwegian public health policy. The strategy proposed 61 policy interventions spread across eight different state departments, encompassing all administrative levels of Norwegian society. Borrowing terms from Whitehead's [8] action spectrum on health inequalities, the Norwegian government thus moved from passive awareness to a comprehensive and coordinated policy in a span of only five years.
Following its announcement in 2007, the Norwegian strategy was quickly recognized as one of the most ambitious attempts to reduce health inequalities in any European welfare state [7] . Two main factors distinguished the strategy. First and foremost, the strategy approached health inequalities as a social gradient. This means that the strategy aimed at removing the association between socio-economic status and health across the population as a whole, rather than focusing on reducing health gaps or improving the health of the poorest [9] . According to Whitehead and Popay [10] , Norway was probably the first country to adopt such a social gradient approach.
Furthermore, the strategy was characterized by its commitment to reducing health inequalities by tackling the distribution of resources at a structural level. The strategy addressed poverty, education, living conditions, working environments and child welfare, as well as more proximate risk factors such as health behaviour and lifestyle. Both rhetorically and conceptually, therefore, the Norwegian strategy closely aligned with the social determinants of health perspective, which similarly stresses the need for longterm, population-wide policies addressing living conditions and the macro-societal distribution of resources [11] .
Has the Norwegian strategy succeeded?
The National Strategy to Reduce Social Inequalities in Health was launched with a 10-year scope, and was concluded according to plan in 2017. A key question for Norwegian HI researchers, many of whom either directly or indirectly were involved in the strategy's design and evaluation, is how well the strategy has succeeded in realizing its ambition of eliminating health inequalities in Norway.
While influencing public policy is the ultimate aim of much HI research, a recent review found a neglect for the role of policy in translating research-based ideas into political action [12] . During the last decades, HI researchers have succeeded in proving the association between social inequality and health beyond any reasonable doubt. If we are serious about creating political change, however, producing scientific evidence alone is not enough. We also need to evaluate the practical potential of reducing health inequalities through political action, and what kind of theoretical and empirical knowledge is needed to make this potential a reality. As one of the most radical attempts to combat health inequalities thus far, the Norwegian strategy should, therefore, be of interest to any HI researcher concerned with creating fairer and more equal societies.
Indications that social inequalities in health in Norway have been reduced as a result of the strategy are currently few to none. For example, inequalities in education and income, both explicitly targeted by the Norwegian government during this period, have increased or remained stable. While working conditions have improved across several dimensions, inequalities within the labour market have remained stable, and more young people are outside the labour market entirely due to unemployment or healthrelated issues.
Clearly, there is still a 'fundamental structure of inequality in Norwegian society' [13] , a structure the strategy appears to have had little impact on changing. The fact that social inequalities in health are closely related to other forms of social inequality indicates that Norwegian health inequalities will remain stable for the foreseeable future.
Rethinking the concept of 'structure' in health inequalities research
While the failure of similar government initiatives in England and Denmark have been attributed to a lack of political will and understanding [13, 14] , the Norwegian strategy explicitly targets the socio-economic structures typically highlighted by researchers. How can it be that a political strategy that seemingly does everything right, still accomplished so little?
The answer to this question arguably calls for a rethinking of the concept of 'structure', frequently employed in HI research. A common argument made by HI researchers is that the socially caused nature of health inequalities implies that they can also be reduced through social action. Traditionally, HI researchers have often been concerned with disproving the idea that inequalities are caused by individual differences in behaviour or biological factors. This was important both for conceptual and political reasons, as the idea that people are behaviourally or genetically responsible for their own health makes it unlikely that health inequalities will become a political issue [15] .
Today, there is near universal consensus that inequalities in health are ultimately caused by socioeconomic structures [16] . These structures are often described as operating outside the individual's control, acting as the 'causes of the causes' behind more proximate factors such as lifestyle habits and risk exposure [17, 18] . Consequently, most conceptual and theoretical work in the field has been dedicated to identifying the pathways and mechanisms linking socio-economic inequalities to health [19] . Few, however, have attempted to explain what produces socio-economic inequalities in the first place [20, 21] . Moving forward from where we are today would mean to identify 'the causes of the causes of the causes', or, if you like, the 'causes of the structures', which refers to those social relations that ultimately determine inequalities in income, education and health. This means tackling issues of power, social class and political organization in a more radical way.
This would also imply bringing agency back into the picture. Theoretical debates in HI research often seemed couched in an implicit debate of agency versus structure, where it seems that we must choose between explaining health inequalities in terms of individual behaviour or impersonal structures acting outside our control. While it is important to argue against the idea that each individual is personally responsible for his or her own health, concepts of 'social structure' and 'stratification' hold little explanatory value in themselves. All social structures are ultimately produced and reproduced by human activity, and it is this basic fact which also makes them susceptible to change. Conversely, structural explanations which fail to explain how these structures are socially produced run the risk of portraying them as omnipotent and objectively given, obscuring the potential for social transformation.
What next for health inequality research?
Of course, not everybody plays the same part in producing and reproducing these social structures. When Engels refers to 'society' as responsible for the condition of the English working class, he means 'the ruling power of society, the class which at present holds social and political control, and bears, therefore, the responsibility for the condition of those to whom it grants no share in such control' [1] . While Engels' notion of a ruling class may seem stark and overly simplistic, his basic point that some social groups hold far more power over society than others still holds true. Moving HI research would mean to confront the question of how these powerful groups contribute to perpetuating the large-scale reproduction of social inequality and injustice.
As health inequality researchers, we are in a prime position to do so. Health is a key political issue, and the popular demand for equality in health may be larger than for other resources. While you may convince people that an unskilled labourer deserves a lower salary than a doctor or a lawyer, the case that the former should also die nearly a decade earlier is harder to make. As researchers are well aware, however, different forms of inequality cannot be understood separately. Inequalities in health are deeply interconnected with inequalities in education, income, power and status. Ultimately, they are all caused by the same forms of political and economic organization that characterize capitalist societies. Differences in mortality and morbidity are just the most dramatic examples of the injustices these societies routinely produce. Because stratification in health represents a dimension of inequality that few would be prepared to defend, it represents a vital standpoint from which to critique current politics of welfare retrenchment, wealth concentration and increasing inequality.
While the Norwegian strategy might not have been as successful as we hoped, there are still reasons for at least subdued optimism. While relative inequalities in health have continued to increase, absolute inequality trends for mortality have been more favourable than commonly assumed, mostly due to a decrease in mortality in lower socio-economic groups [22] . Furthermore, the apparent failure of any given policy to reduce health inequalities does not mean that the social gradient would not be even steeper had the policy not been implemented [23] .
Perhaps most importantly, the Norwegian strategy's conceptual focus on upstream causality and inequality as a social gradient shows the potential for scientific ideas to penetrate into public policy. If the function of theory is to explain social reality in a way that also prepares the ground for its transformation [24] , it is only by translating our ideas into political practice that we reveal the strengths and weaknesses of our conceptual models. In this perspective, there are no failed policies, only opportunities to revise and do better.
this issue of the Scandinavian Journal of Public Health
The current issue of the Scandinavian Journal of Public Health is dedicated to social inequalities in health and their determinants. While the contributions in this issue examine the relationship between social factors and health from a variety of angles, some main themes are possible to identify.
The first theme highlights the recent turn in social epidemiology towards studying the impact of institutional arrangements, social policy and political context on population health. A number of articles exemplify this promising development. Beckfield, Morris and Bambra examine how three social investment policies have impacted gendered health inequalities in 18 European countries between 1995 and 2010. Based on a case study of the Swedish welfare state, Farrants and Bambra suggest that neo-liberal policy may have led to increasing health inequalities between the employed and the unemployed population. The increased use of activation policies, means testing and social sanctions in unemployment policy may increase stigma and feelings of shame, causing a rise in health inequalities between the working population and those outside the labour market. Fidler et al. examine the links between human development and cancer, and find clear disparities in cancer mortality between developed and less developed nations.
The relationship between socio-political context and health is further tackled in three debate articles. After the financial crisis in 2007/2008, several European countries introduced dramatic cuts in government spending. In his commentary, Mark Green highlights the need for more scientific evidence on how these austerity politics has impacted population health and health inequalities. Noting the link between job insecurity, social inequalities and health, Töres Theorell similarly argues that the effects of downsizing should be included in research and discussion on health inequalities. Finally, Caroline Costongs and Nicoline Tamsma suggest 10 steps that health promoters can take towards achieving the 2030 Agenda for Health Promotion and Sustainable Development.
The second theme concerns the role of theory in health inequality research. Following up on our call for strengthening health inequality research through the use of sociological theory, professor Gerry Veenstra argues for infusing Link and Phelan's fundamental cause theory with elements from Pierre Bourdieu's theory of symbolic power. The issue continues with a debate article from Thierry Gagné and Adrian Ghenadenik, who propose strengthening how socioeconomic status is conceptualized and operationalized in health inequality research through a set of common guidelines.
A number of articles in this issue address healthcare systems and public health policy. During the last decades, Denmark, Norway and Sweden have all passed legislation giving local governments more authority and responsibility for achieving public health goals. Scheele, Little and Diderichsen find that political processes, evidence and concerted administrative action all impact on the municipalities' abilities to reduce social health inequalities in complex and often contradictory ways. A qualitative case study of the Norwegian Health in All Policies (HiAP) approach by Synnevåg, Amdam and Fosse identifies several dilemmas in public health terminology. Noting that the Norwegian municipalities experienced the terms 'public health' and 'public health work' as broad and complex, the authors question whether such terms are ultimately appropriate and necessary for adopting the HiAP approach. While equal access to healthcare for all citizens has been a central value in Scandinavian welfare states, a study of the Norwegian healthcare system by Jon Ivar Elstad finds that patients with higher education tend to receive more medical services than lower-educated patients, indicating that highly educated patients are prioritized in the Norwegian health system.
The fourth theme found in this issue concerns inequalities in lifestyles or lifestyle-related diseases. An observational study by Søndergaard et al. investigates whether educational inequalities in cardiovascular diseases can be explained by factors in the early life environment shared by siblings. Examining Danish register data, Sortsø et al. find significant differences in morbidity patterns and survival for diabetes, indicating that the consequences of the disease are more severe on patients with lower socio-economic status. Contributing to the literature examining social inequalities in excessive alcohol consumption, Liu et al. find significant socio-economic differences in heavy drinking and drunkenness between Finnish adolescents. The study by Szilcz et al. examines trends in absolute and relative social inequalities in physical activity in Northern Sweden. Their results show a tendency towards a reduction in educational and occupational inequalities between 2010 and 2014, but that income inequalities in physical activity for both women and men have increased.
Finally, we are also pleased to present a number of empirical investigations of socio-economic inequalities in self-assessed health, life satisfaction and mortality. Two studies based on data from the longitudinal Norwegian Nord-Trøndelag Health Study (HUNT) examine developments in life satisfaction, life expectancy, differences in expected years in self-rated good health and years without longstanding illnesses (Storeng et al.; Lysberg et al.) . Tackling the rarely examined issue of health inequalities among late adolescents, a study by Myrtveit et al. finds that health complaints, while common amongst all Norwegian adolescents, are particularly frequent among adolescents from families with a lower socio-economic status. Also taking the adolescent perspective is a comparative cross-national study by Torsheim et al., which shows that the risk of poor health was about twice as high for youth from families with low affluence compared to those at the other end of the scale. Finally, Huynh et al. find significant social and spatial inequalities in health in New York, suggesting that racial/ethnic and socio-economic segregation may lead to spiralling geographical concentrations of poverty and deprivation.
